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Self-stigma mostly occurs in individuals with mental illness or in their family. Self-stigma has the 
impact on decreasing family self-esteem and disruption of family member’s recovery process. Some of 
the family seceded from social environment and health services. The aim of the study was to identify 
family’s self-stigma with mental illness member in the working area of Puskesmas Jatinangor. This 
study used a descriptive quantitative method with the cross-sectional approach. Consecutive sampling 
was used to obtain 32 samples. This study used The Family Experience Interview Schedule (FEIS) 
Scale – Section L (Stigma) with the value of validity 0,71-0,84 and value of Cronbach alpha 0,851. 
This instrument has score ranged from 0 – 15. A higher score signifies higher self-stigma perceived by 
family.  The data obtained in this study were analyzed using univariate analysis.  The results showed 
the score of self-stigma within the range of 0 – 9 from the maximum total score 15 with the mean of 
3,31 and SD 2,402. The item which was dominantly perceived by the family was the anxiety which 
appears when the condition of their mentally ill family member was found by others. Based on the 
results of the study, family felt 3 items out of 15 items on the instrument. A psychoeducation program 
for reducing anxiety in the family has to be encouraged in primary health care, especially in the 
nursing program. 
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INTRODUCTION  
According to the Health Act No. 36 of 
2009, health was defined as a healthy state 
physically, mentally, spiritually and 
socially which enables everyone to live 
productively socially and economically. 
Mental illness is one of the mental health 
problems. Mental illness was a dominant 
pathological phenomenon derived from the 
psychic element, where pain and suffering 
are perceived by the whole person not only 
the body, the soul or the environment 
(Josep & Sutini, 2014). Causes of mental 
illness can result from biological factors 
such as neurotransmitter abnormalities, 
brain or genetic anatomy, psychological 
factors and socio-cultural factors such as 
economic problems, parenting and minority 
issues including prejudice (Syaharia, 2008). 
 
Mental illness was still a serious problem in 
Indonesia. Based on the result of Basic 
Health Research in 2013, the prevalence of 
severe psychiatric disorders in Indonesia 
was about 1.7 per mile and for West Java 
was about 1.6 per 1000 population in all 
age groups. Families who were deprived of 
family members who had mental illness in 
Indonesia reached 14.3% and 10% for West 
Java. The emotional mental illness that 
received treatment in Indonesia was 26.6% 
and for West Java was 24.5% (Badan 
Penelitian dan Pengembangan Kesehatan, 
2013). The family was a group of people 
related to kinship, residence and close 
emotional relationship (Puspitawati, 2013). 
Meanwhile, according to Friedman & 
Bowden (2010), families are two or more 
individuals who live together because they 
have blood relations, marriage or adoption 
and interact with each other and have their 
respective roles (Friedman & Bowden, 
2010). The family acted as a support system 
that was very important in the recovery 
process of the family members, especially 
when undergoing home treatment (MHFA, 
2011). The family became the main nurse at 
home for sick family members especially in 
the supervision of taking medication which 
was important for people with mental 
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illness (Bott, 2014). Families endure a 
substantial burden including economic 
burden, emotional burden, physical burden 
and social burden (WHO, 2001). The 
emotional burden that perceived by the 
family was related to the stigma that arises 
in society related to mental illness.  
 
Stigma was an attribute or a sign given to a 
person or social group (Goffman, 2003). 
The interaction between stigmatized group 
members and people with negative 
stereotypes towards the group will create a 
new stigma within the group's members 
which called self-stigma (Crocker et al., 
2008). Self-stigma was a process of 
internalizing stereotypes in the community 
with regard to mental illness which then 
leads to prejudice and discrimination 
against oneself (Fung, Tsang, & Chan, 
2010). Self-stigma was able to occur in 
people with mental illness and families with 
family members mental illness. As the 
families felt the feelings of shame or guilt 
and obtain less support so that the stress 
increased (Mubin, 2008). Self-stigma 
experienced by the family will trigger the 
family to deprive their family members 
who were sick due to the disgrace to the 
society (Lestari, 2014).  
 
The problem of self-stigma was a problem 
that has occurred in many parts of the world 
and has been studied by several countries. 
Developed and developing countries still 
have a fairly high self-stigma problem 
(Boyd, Hayward, Bassett, & Hoff, 2016). 
Research conducted by Brohan, et al found 
that 41.7% of respondents had high self-
stigma despite having received adequate 
mental health services (Brohan, Elgie, 
Sartorius, & Thornicroft, 2010). Other 
studies were conducted by Ghanean, 
Nojomi and Jacobsson, found that self-
stigma was still felt high by people with the 
high educational background (Ghanean, 
Nojomi and Jacobsson, 2011).  
 
Some efforts to overcome self-stigma 
required mutual efforts from various parties 
in the community, especially primary health 
care which is Puskesmas. Puskesmas 
should have programs to improve the 
welfare and mental health of the 
community. In addition, the nurse as one of 
the health workers in the community has 
the task to review and analyze the family, 
conducting situation analysis, planning and 
implementation as well as evaluation. 
Planning undertaken in the form of 
promotion of mental health, prevention of 
mental illness, overcome the problem of 
stigma and discrimination (Eaton & Radtke, 
2010).  
 
Problems of mental illness were still a 
serious problem and not really optimally 
followed up, one of them was in Jatinangor. 
Based on data from the Puskesmas 
Jatinangor as of October 2016, there were 
46 families recorded to have family 
members with mental illness but only nine 
were still active and obtained a direct 
referral from the Puskesmas Jatinangor. 
Puskesmas Jatinangor has a home visit 
program conducted by the healthcare 
workers of the sub-district but has not been 
implemented optimally. Home visits were 
conducted to families who were still 
actively seeking treatment and report it to 
the Puskesmas. But there were still many 
families who seceded socially even from 
the health services as well so that the 
reporting system was running poorly.  
 
The results of preliminary studies 
conducted to families who have family 
members of mental illness revealed that 
families felt it difficult to come directly to 
the Puskesmas then they waited for the 
home visit. Moreover, the family felt 
disgrace due to the family members who 
had mental illness and began to reduce the 
intensity of interacting with neighbors 
because having a family member with 
mental illness. Both the program was not 
well conducted by the Puskesmas 
Jatinangor and the result of the preliminary 
study, hence researcher interested to 
research about family’s self-stigma that had 
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the family member with mental illness in 
the work area of Puskesmas Jatinangor. The 
purpose of this study was to identify family 
self-stigma who have family members with 




The research design used in this research 
was descriptive quantitative with a cross-
sectional approach. The population was a 
legitimate family that has blood relationship 
and lives with family members of mental 
illness and has been recorded in Puskesmas 
Jatinangor. Sampling using consecutive 
sampling and obtained sample as of 32 
families. This research has received ethical 
permission from the Health Research Ethics 
Committee, Faculty of Medicine, 
Padjadjaran University no 718 / UN6.C.10 / 
PN / 2017. 
The instrument used was The Family 
Experience Interview Schedule (FEIS) 
Scale - Section L (Stigma) with the number 
of questions as many as 15. The 
instruments have been tested for its validity 
through the content validity and face 
validity. Face validity test was conducted 
on 5 families with the same characteristics 
with respondents in this study. Data 
analysis used was a univariate analysis that 
used mean value, standard deviation, and 
minimum-maximum value. Data collection 
was conducted from March to May 2017 in 
7 villages that became the work area of the 
Puskesmas Jatinangor such as Cilayung, 
Cileles, Cikeruh, Cipacing, Cibeusi, Sayang 




Respondent Characteristics (n=32) 
Characteristics f % 
Gender   
Male 7 21,88 
Female 25 78,12 
Relationships among family   
Parents 22 68,75 
Older Sisters/Brothers 4 12,50 
Younger Sisters/Brothers 5 15,63 
Child 1 3,12 
Education Level   
No School 5 15,63 
Primary School 17 53,12 
Junior High School 4 12,50 
Senior High School 6 18,75 
Length of family member sick   
< 1 year 1 3,12 
1-10 years 17 53,12 
>10 years 14 43,76 
Family Member Medical Treatment Status   
Treated 15 46,87 
Untreated 5 15,63 
Abandon 12 37,50 
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Table 2.  







Self stigma 3.31 2,402 0 9 
 
Table 3. 
Self Stigma Statement (n=32) 
Questions Item 
Yes No 
f % f % 
Did you worry if other people know the condition of your  
family members who had mental illness? 
17 53,12 15 46,88 
Did you worry if your neighbor will behave differently because of 
that condition? 
15 46,88 17 53,12 
Did you sometimes need to hide any mental illness of the family 
members? 
2 6,25 30 93,75 
Did you conceal your family members who had mental  illness? 1 3,12 31 96,88 
Did you worry if friends or the neighbor will keep distance from 
you after knowing the truly condition of your family member? 
9 28,12 23 71,88 
Were you becoming less to meet with your friends? 5 15,62 27 84,38 
Did you neglect some events if accompanied with your family 
members who had mental illness? 
3 9,38 29 90,62 
Did you worry if your close friends will behave differently 
because of your truly condition? 
10 31,25 22 68,75 
Did you feel disgrace because of the mental illness of your family 
member? 
7 21,8 25 78,12 
Did you disassociate from a friendship because of the family 
member who had mental illness live with you? 
0 0 32 100 
Did you feel that you became less responsible/less care than other 
family who does not have family members /relatives with mental 
illness? 
16 50 16 100 
Did you feel that most people look down on you because you 
have members families with mental illness? 
2 6,25 30 93,75 
Did you feel that most people treat the family members with 
mental illness just the same as other family? 
5 15,62 27 84,38 
Did you worry if most people will blame on the parent related to 
that mental illness happened to their child? 
10 31,25 22 68,75 
Have you ever avoided being bound members because you have 
family members with mental illness? 
4 12,5 28 87,5 
 
The Characteristic of the Respondent 
The number of the respondents in this study 
reached 32 families which distributed 
through the characteristics based on sex, 
relationships with the family members, 
education level, length of the family 
members sick and treatment status of the 
family members. Most of the respondents 
were female (78.12%) and more than half 
(68.75%) were the parents of sick family 
members. Based on education level, more 
than half of family member (53,12%) had 
primary education level. Whilst for the 
length of family member sick category, 
more than half of the 17 people (53.12%) 
were in the range between 1-10 years. 
Family members who undergo routine 
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treatment were less than half which reached 
15 families (46.87%).  
 
The Result of the Research of Self Stigma 
The family’s self-stigma was analyzed by 
univariate analysis by looking at the 
minimum maximum, mean and standard 
deviation of the total value obtained. Table 
2, the family’s self-stigma was in the range 
0 to 9 of the maximum score of 15, with an 
average score of 3.31 and the standard 
deviation of 2.402.  
 
Self-stigma measured in this study was 
divided into five main points of family 
concern, family desire to hide the family 
members, disgrace feelings, self-assessment 
of family and seceded socially. These five 
points were scattered in 15 questions in the 
questionnaire.  
 
Table 3, it can be seen that the statement 
that was felt by the family was the 
statement no 1 with the result of more than 
half of respondents such as 17 families 
(53.12%) answered Yes, while the 
statement felt positive by the respondent 
was statement no 10 with the results of all 
respondents (100.00%) stated No. 
 
DISCUSSION  
The result of self-stigma value in this 
research was in the range 0-9 with the mean 
value obtained 3.31 and SD 2.402. The 
mean value obtained illustrated how many 
points a family felt, in this study, the 
average family perceived 3 statements from 
15 statements in the questionnaire. While 
the value of SD 2,402, it described the 
degree of deviation from the results of the 
existed mean value. These results were 
consistent with Girma et al studies, 
conducted on caregivers in Ethiopia 
(Girma, et al., 2014).  
 
This self-stigma was influenced by several 
factors according to The International 
Federation of Anti Leparosy Associations 
(ILEP) which was (1) Understanding of 
both negative and positive illnesses, (2) 
Family and community support, (3) 
Personality (4) Coping ability.  
 
The respondent characteristic data showed 
that more than half of families were in the 
primary education level of 53.12% and the 
rest were divided into junior high school, 
high school and non-school category. A low 
level of family education impacted to a 
family's understanding of mental illness, 
especially if the family refused the specific 
information about mental illness. Research 
Mosanya et al (2014) about self-stigma and 
quality of life schizophrenia patients found 
out that there was a significant relationship 
between education level and self-stigma. 
People with high education level easily 
accessed more widely information and 
responsibly related to mental illness not 
only personal opinions, surroundings or 
mass media opinion.  
 
Most families in this study had different 
understandings about mental illness such as 
mental illness associated with mystical 
things, mental illness was a destiny of God 
and tend to be responded with resignation 
by the family. The knowledge of the 
importance of periodic treatment for the 
recovery of people with mental illness was 
not admitted by the whole family member 
so that there were still much mental illness 
patients who abandoned or chose not to 
seek treatment.  
 
Besides the family know about mental 
illness as listed on the data characteristic of 
respondents, there were other factors that 
influenced self-stigma that was family and 
community support, in the form of 
psychological and material support. The 
support provided will reduce the level of 
perceived stress and bring up positive 
things in a person such as hope and 
optimism. Research Li et al (2016) 
explained that high self-stigma was 
associated with low social support, low 
positive impact and high negative impact. 
Girma's research on caregivers showed that 
the decrease of stigma in health workers 
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and the surrounding environment will affect 
the self-stigmatization of family/caregivers, 
but support from other families was able to 
reduce the burden of caring families 
(Girma, 2014).  
 
Conducive community surroundings had a 
great influence on the family in their daily 
life. In this study, the family stated that 
most people in the neighborhood consider 
people who had long experience mental 
illness was no longer a weird condition, 
especially if they keep calm the 
surroundings. Moreover, a strong kinship of 
the society would provide sufficient support 
for the families to manage the conditions of 
their family members. Local health 
volunteers make both formal and informal 
visits to the family although they have not 
been routinely done. Based on these 
statements it can be seen that the social 
environment and health workers provided a 
positive attitude and support the family.  
 
Other factors that affected the self-stigma 
were the personality and coping strategy. 
These two components according to the 
ILEP were able to affect the self-stigma 
experienced by a person. Personality was 
defined as the existing character in a person 
permanently and had a unique character in 
the individual’s behavior (Feist & Feist, 
2009). The personality dimension was 
divided into five, well known as the Big 
Five Personality: Extraversion, 
Agreeableness, Conscientiousness, 
Neuroticism, and Open to New Experience 
(Costa & McCrae, 1992). Coping strategy 
was defined as a psychological process in 
dealing with internal and external stress 
experienced by a person related to a 
condition one of them was mental illness 
(Krivohlavy, 1994). Lazarus & Folkman 
divided the copies into 2 copies that focus 
on issues such as confrontive coping, social 
support, planful problem solving and 
coping that focus on emotions such as 
escape-avoidance, distancing, positive 
appraisal, self controlling, accepting 
responsibility (Lazarus & Folkman, 1984). 
Basically, these two things were still 
interconnected, the personality possessed 
will form a different coping.  
 
Borecki's, Gozdzik-Zelasny and Pokorski 
(2010) suggested that a personality that was 
relating to stigma was Neuroticism whereas 
Extroversion tends to have a low 
association with stigma. This was because 
Extroversion was an energetic, sociable and 
emotionally positive personality, unlike 
negative emotional Neuroticism and prone 
to anxiety and depression. Coping formed 
on two personaliiesy was also different, if 
Extroversion had positive coping then 
Neuroticism tend to have negative coping.  
 
The results of Holubova et al (2016) be 
showed there was a significant relationship 
between the severity of the disease, self-
stigma and coping strategies. If the coping 
was negative then self-stigma will tend to 
increase, on the contrary if the coping was 
positive then self stigma will be reduced. 
This Holubova study emphasized on coping 
that focused on the emotions of escape-
avoidance and positive appraisal. But 
personality factors and coping strategies 
were not included in the scope of research 
and observation of researchers.  
 
Besides the above four factors, there was 
another factor that was the economic status. 
In Girma’s research, explained that the 
level of education and income/economic 
status were negatively correlated with the 
self-stigma which meant that if the level of 
education and economic status was low 
then the self-stigma experienced tend to be 
high (Girma,et al 2014). The economic 
status became one of the family obstacles in 
undergoing treatment. Based on the 
observations of the researchers in the field, 
there were some families who chose not to 
seek treatment or abandoned because of the 
economic problems.  
 
Treatment status also influenced the 
family’s self-stigma. As described in Fung, 
Tsang and Chan (2010), the adequate 
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treatment status affected to the perceived 
self-stigma. Because people who had 
adequate medical status obtained a lot of 
information from the healthcare workers 
about mental illness, medication and the 
role needed in the recovery of family 
members who had a mental illness so it will 
reduce the stigma that appears in the family. 
In this study, less than half received routine 
treatment (46.87%) so they had obtained 
sufficient information about mental illness.  
 
Other characteristic data contained in Table 
4.1 was the length of sick family members. 
The result of this research showed that 
more than half of family members 
experienced pain during the period of 1-10 
years, 17 people (53.12%) and 14 people 
(43.76%) sick within 10 years and 1 person 
(3,12%) <1 year. The length of the sick 
family member had a positive correlation to 
the self-stigma, the longer the sick family 
member signified to the self-stigma will be 
higher as well (Hulobova et al, 2016). The 
researchers observed that almost half of the 
respondents felt hopeless and tended to 
choose to surrender because they had made 
a long treatment effort but the family was 
still deteriorated.  
 
The self-stigma was divided into five points 
of family concern, the desire to hide family 
members, disgrace feelings, self-assessment 
and seceded socially (Tessler & Gamache, 
1993). These five points were spread on the 
15 questions in the instrument. The 
statements that negatively felt by the family 
were statements number 1, 2 and 11. 
Statements 1 and 2 related to the family 
concerns if the condition of a family 
member with a mental illness was known 
by others and treated differently by the 
neighbor. The family stated that mental 
illness was a different situation with other 
diseases so that the family felt if other 
people know the condition of family 
members who had a mental illness then the 
responses will be different. They felt afraid 
of being treated differently from other 
normal families because of the condition. 
The number 11 statement related to the 
family self-assessment. The family judged 
themselves as less responsible and less 
concerned with their sick family members. 
The family made some efforts to heal the 
family members but not much progress so 
that the family felt guilty that they were not 
able to give a better effort.  
 
The positive statement was the number 10 
about the friendship relationship between 
family and society. The whole family did 
not avoid friends with the surrounding 
community and still performed social 
activities as usual. This certainly reinforced 
the perceived social support. It was in 
accordance with the research of Girma 
(2014) that the number 1 statement became 
the dominant statement, it was related to the 
fear of the family/caregivers about the 
stigma of the society if they found the 
condition of the family member. Different 
perceptions about mental illness became the 
basis of fear that arises in the 
family/caregivers. Statements number 2 and 
11 were quite numerous statements felt by 
the families in Girma's research but were 
not included in the top three statements that 
the family felt in the research.  
 
The statement felt positive in Girma's 
research was different from the results 
obtained in this study. In Girma’s research 
(2014) a positive statement was the 15th 
regarding the avoidance of community 
associations/social activities. Almost all 
respondents answered involve in the 
community associations/social activities, or 
they were still actively participated in the 
social activities. Although the statement felt 
positively in Girma's research differed from 
the results of this study, the two statements 
(statements 10 and 15) were still discussing 
the same points of seceded from the social 
surroundings.  
 
Based on these results, the relationship of 
friendship between family and society 
should be maintained, while the fears felt 
by the family if the condition of family 
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members known by others needed to be 
followed up so that it can be reduced or 
even lost. It was known that self-stigma was 
still felt by families with family members of 
mental illness, especially about the feelings 
of anxiety experienced related to the 
condition of the family members. 
Implemented to overcome the self-stigma 
and prevent self-stigma that could be done 
by doing psychoeducation to the family in 
the form of a group discussion about mental 
illness, the medical treatment, family role 
and coping to overcome stigma in society 
and even within the family itself. This 
psychoeducation program was conducted 
by the Puskesmas Jatinangor with the help 
of other health parties including nursing.  
 
CONCLUSION  
The family’s self-stigma with the family 
members of mental illness in the work area 
of Puskesmas Jatinangor was in the range 
0-9 with the average family felt three 
statements in the questionnaire. Negative 
points that dominantly felt were about 
family worries if others know the condition 
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